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A qualitative study exploring the benefits of hospital 
admissions from the perspectives of patients with 
palliative care needs 
Robinson J, Gott M, Gardiner C and Ingleton C, Palliative Medicine, 2015 
 
Introduction 
The acute hospital continues to play a significant role in caring for people with a life limiting illness. 
Evidence shows that at any one time 13-36% of hospital inpatients meet the criteria for palliative 
care need (1-3) and approximately 30% of patients admitted to acute hospitals are likely to be in 
their last year of their life (4). Furthermore in developed countries most people will die in a hospital 
setting.  Indeed, a comparison of institutional deaths across 45 countries concluded that, for half of 
those countries, more than 54% of deaths occur in the hospital (5).   
People with a life limiting illness also spend a significant amount of time in a hospital setting in the 
last year of life (6, 7).  Hospitals are where patients with exacerbations of chronic disease such as 
chronic obstructive pulmonary disease and heart failure will receive life prolonging therapies often 
over many years (8).  It is also the setting where patients receive interventions such as imaging, 
intravenous antibiotics and surgery, all of which are increasingly used in palliative care to manage 
symptoms, improve quality of life and in some instances extend life (9).  Furthermore as more 
people with cancer receive palliative chemotherapy and radiotherapy, hospital care is often needed 
to manage treatment complications such as pain and infection (10).   
At a policy level there is an increasing interest in how hospitals are being used by patients with a life 
limiting illness.  The UK End of Life Strategy (11) identifies hospital admissions as a key element of 
expenditure and suggests that ƚŚĞ ĂĚĚŝƚŝŽŶĂů ĐŽƐƚƐ ŶĞĞĚĞĚ ƚŽ ƐƵƉƉŽƌƚ ƉĂƚŝĞŶƚ ?Ɛ ƉƌĞĨĞƌĞŶĐĞƐ ƚŽ ďĞ
cared for and die at home, could be offset by a reduction in hospitalisations and length of stay.  
Hospitalization represents the principal component of cost in the last year of life (12) and research 
has concluded that avoiding hospital admissions could result in significant cost savings (13, 14).   A 
systematic review of the literature exploring experiences of palliative care in a hospital setting 
identified that hospital admissions can be burdensome for patients and families (15).  For example, 
studies have reported that patients can experience inadequate management of symptoms and the 
environment can be noisy and busy with little opportunity for privacy and quiet. Furthermore being 
involved in decision making can be difficult for patients and families (15). 
Whilst the experience of hospital admissions for patients with palliative care needs has been 
extensively explored in the literature what is known is limited to discrete aspects of care (15).  
Moreover research to date has focused exclusively upon the negative aspects of hospitalisation. 
Currently there is nothing known about the benefits of hospital admissions for patients with 
palliative care needs.  Understanding all aspects of the care experience including the benefits of 
being in hospital will contribute to a more balanced understanding of the role of the hospital for this 
cohort of patients.  The aim of this qualitative study was to explore the benefits of hospital 
admissions, from the perspectives of patients with palliative care needs.   
 
Design 
Given the exploratory nature of the research, a qualitative study design was adopted.  
Longitudinal semi structured interviews were used to elicit the views of patients with palliative 
care needs admitted to hospital in one large urban acute hospital in New Zealand.  The use of 
serial interviewing is considered to be a useful method of data collection, providing opportunities for 
rich and contextualised accounts of individual experiences over time.  Furthermore the evolving 
researcher-participant relationships can create an environment of trust, enabling the participant to 
share a more personal account of their experience (16).   
 
 
Study setting 
 
Auckland City Hospital (ACH) is the largest public hospital in New Zealand and provides care for a 
socio-demographically diverse population (17).  Ethics approval was obtained from the University of 
AuckůĂŶĚ ?Ɛ,ƵŵĂŶƚŚŝĐƐŽŵŵŝƚƚĞĞ ? 
 
Study population 
 
The study population consisted of patients admitted to ACH between July 2013 and March 2014 who 
met one of the Gold Standard Framework Prognostic Indicators (GSF-PIG) for palliative care need. 
Whilst primarily developed for the primary health setting, the GSF-PIG has been successfully used in 
research settings to identify hospital in-patients with palliative care needs (3, 18).  A census study at 
ACH identified a 70% mortality after 12 months in patients identified as having palliative care needs 
in an acute hospital setting using the GSF-PIG (18). 
  
 
 
 
Sampling  
 
Participants were recruited from four admitting services  ? general medicine, oncology (medical and 
radiation), urology and general surgery.  These services were chosen because they account for 30.8% 
of admissions for patients with a GSF diagnoses (unpublished data).  A daily list of hospital 
admissions to these services was reviewed and past and current clinical notes were screened to 
assess patients eligibility (see table 1 for inclusion criteria).  The interviewer (JR) also worked as a 
Nurse Practitioner with the ACH palliative care team.  To avoid a conflict of interest as a result of the 
dual roles, participants that had been referred to the palliative care team were excluded from the 
study.   
 
Table 1: Inclusion Criteria 
 
 
 
 
 
 
Eligible patients were approached by the ward nurse.    The researcher was contacted directly by the 
nurse if the patient agreed to take part in the study.  Written consent was obtained from all 
participants and any family who the participant requested to participate in the interview.   
 
In order to maintain flexibility sample characteristics were not pre-determined, however factors 
identified from the literature known to influence experiences of hospital admissions such as age, 
diagnosis and ethnicity (19-21) (see table 2) were taken into account during the initial sampling 
process.  This sequential, theoretical approach to sampling assists in highlighting variation and 
identify gaps in the data that require further exploration (22).  A process of constant comparison 
analysis was used to inform the selection of subsequent participants (23).   
Inclusion criteria 
Admitted less > 48 hours ago 
Speaks English 
Not referred to hospital palliative care team 
Meets one or more of the GSF P/ ?Ɛ 
Aged >18 years old 
Table 2: Participant characteristics (n=14)    
Characteristics n=14 
Mean Age 69.8 years 
Gender 
  Male  
  Female  
 
7 (50%) 
7 (50%) 
Ethnicity 
  NZ European  
  Maori  
  Pacific  
  Indian  
  Chinese  
  Other   
 
6 (42.9%) 
3 (21.5%) 
2 (14.3% 
1 (7.1%) 
1 (7.1%) 
1 (7.1%)  
Diagnosis 
  Cancer  
  Non cancer    
 
9 (64.3%) 
5 (35.7%)  
Age 
  18  ? 39 years 
40  ? 49 years 
50 ? 59 years 
60  ? 69 years 
70  ? 79 years 
80  ? 89 years 
  >90 years   
 
     0 (0%) 
2 (14.3%) 
     1 (7.1%) 
3 (21.5%) 
4 (28.6%) 
4 (28.6%) 
     0 (0%) 
Admitting Service 
  General Medicine  
  Oncology  
  Urology 
  General Surgery  
 
5 (35.7%) 
8 (57.1%) 
     1 (7.1%) 
     0 (0%) 
Known to hospice 
Yes  
No 
 
8 (57.1%) 
6 (42.9%) 
Survival after interview 
  < 6 months 
  6 - 12 months 
  > 12 months 
 
5 (35.7%) 
4 (28.6%) 
5 (35.7%) 
 
 
Data collection   
            
Participants were interviewed twice.  Expectation is considered to be a major determinant of 
ƐĂƚŝƐĨĂĐƚŝŽŶĂŶĚŝƐůĂƌŐĞůǇƌĞůĂƚĞĚƚŽĂŶŝŶĚŝǀŝĚƵĂů ?ƐƉĞƌĐĞƉƚŝŽŶƐŽĨƚŚĞďĞŶĞĨŝƚƐŽĨĐĂƌĞĂŶĚƚŚĞĞǆƚĞŶƚ
to which these meet their expectations (24). Therefore the purpose of the first interview was to 
undeƌƐƚĂŶĚƉĂƌƚŝĐŝƉĂŶƚ ?ƐĞǆƉĞĐƚĂƚŝŽŶƐof hospitalisation and explore the circumstances that brought 
them into hospital. This interview took place within 48 hours of admission, was conducted on the 
ward and lasted 20-30 minutes.     
 The second interview took place within one week of discharge from hospital and lasted 45-90 
minutes.  The purpose of the second ŝŶƚĞƌǀŝĞǁ ǁĂƐ ƚŽ ĞǆƉůŽƌĞ ĨƵůůǇ ƉĂƌƚŝĐŝƉĂŶƚ ?Ɛ ĞǆƉĞƌŝĞŶĐĞƐŽĨ
having been in hospital. Participants were given a choice of where this interview took place 
 
A number of pre-determined open ended questions were used to guide the interviews.  Two 
interview guides were developed after a review of literature related to patients experiences of 
hospital admissions in palliative care (15).  Participants were asked about their perceptions of the 
expected and actual benefits and burdens associated with being in hospital.  The data on burden is 
reported separately. The interviewer used a relatively unstructured approach to interviewing which 
allowed for the  emergence  of new themes that were relevant to the overall study aim (25).   
 
 
Data Analysis 
 
All interviews were audio recorded and transcribed verbatim.  The software programme N-Vivo was 
used to aid categorisation of the data.    A process of thematic analysis as described by Braun and 
Clark (26) was used to analyse the interview data.  This involved a process of coding across the entire 
data set and then collating the codes into themes.  Themes or patterns from within the data were 
identified using an inductive approach.  There was no predetermined coding frame instead this was 
developed as the data were coded and was subsequently applied to all transcripts.   
 
JR conducted and transcribed all interviews. CG and JR reviewed two transcripts independently to 
ensure consistency in coding and to clarify coding decisions.  Regular meetings were held with MG, 
CG and JR to review coding decisions and the development of themes.  
 
 
  
Results 
 
A total of 14 participants were recruited to the study. Twelve participants completed both 
interviews, two participant died prior to the second interview.  Family were allowed to be present 
during the interviews if requested by participants.   During seven interviews a member of the 
ƉĂƌƚŝĐŝƉĂŶƚ ?ƐĨĂŵŝůǇǁĂƐƉƌĞƐĞŶƚ, but theirparticipation in the narrative varied.   
 
Although not asked directly all participants appeared to understand that their illness was not curable 
and that over time it would progress.  Participants were at varying stages of their illness (see table 
2). 
 
Participants described a range of benefits and burdens related to their admission to hospital and 
also reported on their preferences for place of care.  The benefits of being in hospital were reported 
to extend beyond the specific treatments and interventions received and all but one participant 
reported their preference was for hospital care, even if they had been able to access the care they 
received in hospital at home.    
 
 
Five themes related to the benefits of being in hospital were identified from the data, these will be 
discussed below: 
 
x Being cared for and feeling safe 
x Getting help to manage at home 
x Relief for family 
x Getting better and feeling better 
 
 
1. Being cared for and feeling safe 
 
Most participants reported that they felt relieved about being admitted to hospital.  Not knowing 
why they were feeling unwell or why new symptoms had developed contributed to a sense of not 
feeling safe at home.  Furthermore staying at home was felt to come with a risk of becoming more 
unwell.  
  “zŽƵĂƌĞƐŝƚƚŝŶŐĂƚŚŽŵĞŽŶƚŚĞƐŝĚĞŽĨƚŚĞbed huffing and puffing and coming here knowing 
that.  I had the nebuliser and I was doing all this but I mean if I got to the stage where I was 
ďƌĞĂƚŚŝŶŐŵǇůĂƐƚĂƚůĞĂƐƚŚĞƌĞŝƐƐŽŵĞďŽĚǇƚŚĞƌĞƚŽĚŽǁŚĂƚĞǀĞƌŝƚŝƐ ? ?(89 year old woman with 
COPD) 
Having knowledge about their symptoms, what was causing them and how they could be managed, 
was reported by some participants as a relief.  Understanding the cause of the symptoms required 
investigations and treatment that could only be accessed in a hospital setting.   
 “/ ŬŶĞǁ ƚŚĞƌĞ ǁĂƐ ƐŽŵĞƚŚŝŶŐ ǁƌŽŶŐ ǁŝƚŚ ŵĞ ĂŶĚ / ŶĞĞĚĞĚ ŵǇ ƐƚŽŵĂĐŚ ĚƌĂŝŶĞĚ ?  / ĚŝĚŶ ?ƚ
ŬŶŽǁ ƚŚĂƚ / ŶĞĞĚĞĚ ƚŚĂƚ ďƵƚ ƚŚĞǇ ĐŽƵůĚŶ ?ƚ ŚĂǀĞ ĚŽŶĞ ƚŚĂƚ Ăƚ ŚŽŵĞ ďƵƚ ŝŶƚƵŝƚŝǀĞůǇ / ŬŶĞǁ
ďĞĐĂƵƐĞŵǇŽǁŶůŝƚƚůĞŚĞĂůƚŚƌĞŐŝŵĞŚĂĚďƌŽŬĞŶĚŽǁŶ ?(57 year old woman with cancer) 
Knowing that the hospital staff were doing everything they could to understand the cause of their 
symptoms was reassuring for participants and contributed to a sense of being cared for. 
 “dŚŝƐ ŝƐ ǁŚĂƚ ƐŚĞ ƐĂŝĚ ? ƚŚŝƐ ƚŝŵĞ ǁŚŝůƐƚ ǇŽƵ ĂƌĞ ŚĞƌĞ ǁĞ ĐĂŶ ?t let anything get past us so 
ĞŝƚŚĞƌ ƚŽĚĂǇ Žƌ ƚŽŵŽƌƌŽǁ Žƌ ƐŽŵĞƚŝŵĞ / ?ŵ ŚĂǀŝŶŐ Ă d ƐĐĂŶ ũƵƐƚ ŽĨ ŵǇ ŚĞĂĚ ƐŽ ƚŚĞǇ ĂƌĞ
ŐŽŝŶŐƚŽůŽŽŬŝŶƚŽƚŚĂƚĂƐǁĞůů ?(83 year old woman with cancer) 
Hospital staff were seen as ƚŚĞ  ‘ĞǆƉĞƌƚƐ ? ŝŶ ŵĂŶĂŐŝŶŐ ƉĂƌƚŝĐŝƉĂŶƚ ?Ɛ ŝůůŶĞƐƐ.  Some participants 
reported that coming to hospital provided them with an opportunity to access this expertise in a 
ƚŝŵĞůǇŵĂŶŶĞƌŝĨƚŚĞŝƌĐŽŶĚŝƚŝŽŶǁĂƐƚŽǁŽƌƐĞŶĂŶĚƚŽ ‘ƐŽůǀĞƚŚĞƉƌŽďůĞŵƐ ?ƚŚĞǇǁĞƌĞĞǆƉĞƌŝĞŶĐŝŶŐ ? 
 “/ƐƵƉƉŽƐĞ/ůĞĂƌŶƚŚŝŶŐƐůŝŬĞǁŚĂƚƚǇƉĞŽĨƚƌĞĂƚŵĞŶƚ/ŚĂǀĞ ?^ŽŝĨƚŚĞĚŽĐƚŽƌŝƐŵĂŶĂŐŝŶŐŵĞ/
ĚŽŶ ?ƚŚĂǀĞƐƵĐŚŬŶŽǁůĞĚŐĞƚŽƐŽůǀĞƚŚŝƐƉƌŽďůĞŵƚŽĨŝŶĚŽƵƚƚŚŽƐĞƋƵĞƐƚŝŽŶƐ ?ƚŚŽƐĞĂŶƐǁĞƌƐ
so it is good, very good.  Therefore the nurse and the doctor they got more information about 
ŵǇƐŝĐŬŶĞƐƐ ?(60 year old man with cancer) 
In addition the ongoing observation and monitoring that is a feature of hospital care, alongside the 
 ‘ĞǆƉĞƌƚ ?ŚĞůƉ that is readily available in the hospital setting, all contributed to a feeling of being safe.  
  “/ĨĞĞůƐĂĨĞŚĞƌĞďĞĐĂƵƐĞ/ĐĂŶƉƌĞƐƐƚŚĞďƵǌǌĞƌƚŚƌĞĞƚŝŵĞƐĂŶĚŬŶŽǁƚŚĂƚƐŽŵĞďŽĚǇŝƐŐŽŝŶŐƚŽ
ĐŽŵĞƌƵŶŶŝŶŐǁŚĞƌĞĂƐ/ĐĂŶ ?ƚĚŽƚŚĂƚĂƚŚŽŵĞ ? ?(57 year old woman with cancer)  
 
2. Getting help to manage at home 
 
During their stay in hospital many participants reported that they had received input from other 
members of the multidisciplinary team including physiotherapists, occupational therapists and 
dieticians.  Access to equipment to maintain their independence at home was facilitated during their 
hospital stay.     
 “dŚĞŚŽƐƉŝƚĂůŚĂǀĞďĞĞŶŵĂƌǀĞůůŽƵƐůŝŬĞŝŶƌĞƐƉĞĐƚŽĨŚĞůƉŝŶŐŵĞƚŽƐƚĂǇĂƚŚŽŵĞ ?dŚĞǇŚĂǀĞ
given me a hospital bed and they have helped me with things around the home to make my 
life easier like raise my chairs and rĂŝůƐ ?(77 year old man with cardiac disease) 
Participants reported that they received education and support from hospital staff to manage their 
own care needs at home.  Improving their mobility and increasing their independence was 
considered an essential component in preparing to manage at home for some participants.   
 “ĞĨŽƌĞ/ǁĂƐƚǁŝƐƚŝŶŐĂƌŽƵŶĚďƵƚŶŽǁ/ĐĂŶũƵƐƚƉŽƉŵǇůĞŐƐďĞŚŝŶĚŵĞĂŶĚƚŚĞŶƐƚĂŶĚƵƉ
ĂŶĚƚŚĞƌĞ ?ƐŶŽƉĂŝŶŽŶŵǇůĞŐƐ ?ŶŽƐƚƌĞƐƐŽŶŵǇďĂĐŬ ?ůů ƚŚŽƐĞƚŚŝŶŐƐƚŚĂƚďĞĨŽƌĞ/ǁĂƐ
twisting and turning.  So they may seem like little things but I think even as you get more 
debilitated they become more important.  Before it was the bigger things, now it is the little 
ƚŚŝŶŐƐƚŚĂƚŵĂŬĞŵǇůŝĨĞŵŽƌĞŵĂŶĂŐĞĂďůĞ ? (57 year old woman with cancer) 
Another participant received input from the dietician who provided her with special foods and 
supplements that she felt would help her to remain physically strong.  This advice was provided in 
conjunction with medical management of intractable nausea and vomiting which had left the 
participant feeling frail and tired.  
 “dŚĞǇĚŝĚƚŚĞũŽď/ǁĂƐƚŚĞƌĞĨŽƌǁŚŝĐŚǁĂƐƚŽĐŽŶƚƌŽůƚŚĞŶĂƵƐĞĂĂŶĚŐĞƚŵĞĞĂƚŝŶŐ ?dŚĞǇ
made very good suggestions for high health foods and to continue them at home that was 
very good.  Big leaflets and lots of ideas for high health foods and managing the nausea.  I 
ĂŵŐĞƚƚŝŶŐƐƚƌŽŶŐĞƌ ?/ŐŽƚǀĞƌǇǁĞĂŬǁŝƚŚŶŽƚĞĂƚŝŶŐďƵƚ/ĂŵŐĞƚƚŝŶŐƐƚƌŽŶŐĞƌ ? (83 year old 
woman with cancer) 
 
3. Relief for family 
Participants reported that their families felt relieved when they were admitted to hospital.  This was 
seen in terms of relief from the responsibility of decision making that was associated with caring for 
someone with a serious illness.  One participant reported that their family experienced anxiety and 
panicked when he became unwell or developed new symptoms at home.   
 “ĞŝŶŐŝŶƚŚĞŚŽƐƉŝƚĂůŝƐƚŚĞďĞƐƚƉůĂĐĞďĞĐĂƵƐĞƚŚĂƚǁĂǇǇŽƵŬŶŽǁǇŽƵĂƌĞŐŽŝŶŐƚŽŐĞƚ
ůŽŽŬĞĚĂĨƚĞƌƉƌŽƉĞƌůǇĂŶĚĂƚŚŽŵĞ ?ůŝŬĞĂůůŵǇĨĂŵŝůǇƚŚĞǇĚŽŶ ?ƚŬŶŽǁǁŚĂƚƚŽĚŽĂŶĚƚŚĞ
they jƵƐƚƉĂŶŝĐ ?(69 year old woman with cancer) 
Some participants expressed concerns for their family and were aware of the strain their illness 
placed on them.   For these participants the benefit of being admitted to hospital was related to 
relieving the burden on family of having to be cared for at home while they were so unwell.   
 “/ǁĂƐĂďƐŽůƵƚĞůǇƌĞůŝĞǀĞĚ ?/ƚŚŽƵŐŚƚƚŚĞƌĞǁĂƐŶŽŐŽŽĚŵĞŐŽŝŶŐŚŽŵĞƚŽŵǇĚĂƵŐŚƚĞƌ ?DǇ
daughter has been marvellous, absolutely marvellous looking after me but then she has started a 
ďŝŐ ?ŶĞǁũŽďƚŽĚĂǇĂŶĚƐŚĞ ?ƐǁŽƌŬŝŶŐĂŶĚŐŽƚĨŽƵƌĐŚŝůĚƌĞŶ ?(83 year old woman with cancer) 
Some family present during the interviews reported that they felt relieved when the decision was 
finally made for their family member to go to hospital.   
 “/ƚǁŽƵůĚŚĂǀĞďĞĞŶŽŶŽƵƌĐŽŶƐĐŝĞŶĐĞŝĨǁĞŚĂĚ ?ǁŚŝůĞƐŚĞǁĂƐĂƚŚŽŵĞŶŽƚŬŶŽǁŝŶŐǁŚĂƚ
ƚŽĚŽ ?tĞŐŽƚŚĞƌƚŽŚŽƐƉŝƚĂůĂŶĚƐŚĞĐĂŵĞŽƵƚďĞƚƚĞƌ ?(Husband of 75 year old woman with 
cancer) 
Participants also felt that their family were relieved when they saw them finally getting the 
treatment they needed which was only accessible in the hospital setting.   
 “^ŚĞ ?ƐƌĞůŝĞǀĞĚƚŚĂƚ/ ?ŵŐĞƚƚŝŶŐƐŽŵĞƚƌĞĂƚŵĞŶƚ ?^ŚĞ ?ƐŚŽƉŝŶŐ that I will get well enough to start 
ĞĂƚŝŶŐĂŶĚŚŽƉŝŶŐƚŚĂƚ/ǁŝůůŐĞƚǁĞůůĞŶŽƵŐŚƚŽƉƵƚƐŽŵĞǁĞŝŐŚƚŽŶĂŶĚŐĞƚƐƚƌŽŶŐ ?(83 year old 
woman with cancer) 
4.  ?Getting better ?ĂŶĚ ?ĨĞĞůŝŶŐďĞƚƚĞƌ ? 
 
 
Receiving care in the form of symptom management, investigations and treatment resulted in most 
ƉĂƌƚŝĐŝƉĂŶƚƐ ‘ĨĞĞůŝŶŐďĞƚƚĞƌ ? ?ůƚŚŽƵŐŚƐŽŵĞĐŽƵůĚŶŽƚĚĞƐĐƌŝďĞƐƉĞĐŝĨŝĐĂůůǇǁŚĂƚƚƌĞĂƚŵĞŶƚƚŚĞǇŚĂĚ
received or how it had contributed to their improvement, all participants felt that they left hospital 
feeling better than when they had arrived.   
 “/ĂůǁĂǇƐĨĞĞůůŝŬĞ/ ?ŵƌĞĂůůǇ ?ƌĞĂůůǇŐƌĞĂƚǁŚĞŶ/ĐŽŵĞŽƵƚŽĨŚŽƐƉŝƚĂůĂŶĚŝƚŵĂŬĞƐŵĞƐŽƌƚŽĨ
feel like when I come out I know what I have got to do to make me feeůďĞƚƚĞƌ ?(69 year old 
woman with cancer) 
DŽƌĞŽǀĞƌĨŽƌƐŽŵĞƉĂƌƚŝĐŝƉĂŶƚƐ ‘ŐĞƚƚŝŶŐďĞƚƚĞƌ ?ǁĂƐƚŚĞŽŶůǇǁĂǇƚŚĞǇĐŽƵůĚĚĞƐĐƌŝďĞƚŚĞďĞŶĞĨŝƚƐŽĨ
being in hospital.  Going to hospital was simply something they did when they felt unwell, and if they 
ĚŝĚŶ ?ƚŐŽto hospital, some participants believed there was a risk they might die.   
  “tŚĂƚĚŽǇŽƵƚŚŝŶŬŵŝŐŚƚŚĂƉƉĞŶŝĨǇŽƵĚŽŶ ?ƚŐŽƚŽŚŽƐƉŝƚĂů ? ?/ŶƚĞƌǀŝĞǁĞƌ 
 “/Ĩ/ĚŽŶ ?ƚŐŽƚŽŚŽƐƉŝƚĂůƐŽŵĞƚŚŝŶŐŵŝŐŚƚŚĂƉƉĞŶ ?/ŵŝŐŚƚĚŝĞ ? ?(79 year old man with 
cardiac disease) 
 
The fear of staying at home feeling unwell combined with ƉƌĞǀŝŽƵƐĞǆƉĞƌŝĞŶĐĞƐŽĨ ‘ĨĞĞůŝŶŐďĞƚƚĞƌ ?as 
a result of having been in hospital, influenced participants preferences for care in the future.  Almost 
all participants reported a preference to return to hospital if they became unwell again. 
 “dŚĞǇŐŝǀĞŵĞƚƌĞĂƚŵĞŶƚĂŶĚƚŚĞŶ/ƌĞĐŽǀĞƌĂŶĚƚŚĞǇƐĞŶĚŵĞŚŽŵĞĂŶĚƚŚĞŶ/ĐŽŵĞ [to 
hospital] ĂŐĂŝŶƌĞĂĚǇĨŽƌƚŚĞĐŚĂůůĞŶŐĞĐŽŵŝŶŐ ?(61 year old man with cancer) 
 ‘'ĞƚƚŝŶŐďĞƚƚĞƌ ?ǁĂƐŵĞĂƐƵƌĞĚƵƐŝŶŐĐůŝŶŝĐĂůŝŶĚŝĐĂƚŽƌƐand body language cues by some participants.  
For example one participant used laboratory results and the facial expressions of her doctor to 
understand the seriousness of her illness and whether she was getting better or not. 
 ?dŚĞǇƐĂǇƚŚĂƚƚŚĞĐƌĞĂƚŝŶŝŶĞǁĂƐĂƚ ? ? ?ǁŚŝĐŚĂƉƉĂƌĞŶƚůǇŝƐĞǆĐĞƐƐŝǀĞĂŶĚƚŚĞŶƐŽŵĞ ?ĨƌŽŵ
ƚŚĞĞǆƉƌĞƐƐŝŽŶŽŶƚŚĞŵĂŶ ?ƐĨĂĐĞ ?/ƚ ?ƐŶŽǁ ? ? ?ĂŶĚƚŚĂƚ ?ƐĂŶŝŵƉƌŽǀĞŵĞŶƚŝŶƚŚĞƌŝŐŚƚ
direction but he said I am not prepared to let you gŽƵŶƚŝůŝƚƐĨƵƌƚŚĞƌĚŽǁŶ ?(80 year old 
woman with cardiac disease) 
 
 
 
 
 
Discussion 
This is the first study to explore the benefits of hospital admissions, from the perspectives of 
patients with palliative care needs who have experienced such an admission.    Participants 
identified a number of benefits of having been in hospital including being cared for and feeling safe, 
receiving care to manage at home, relief for famiůǇĂŶĚ ‘ŐĞƚƚŝŶŐďĞƚƚĞƌ ? ? 
Whilst the concept of feeling safe has been relatively well defined for general hospital admissions 
(27), within a palliative care context little known about how feelings of safety influence preferences 
for place of care. Our findings suggest that a sense of feeling safe in hospital is associated with 
ƉĂƚŝĞŶƚƐďĞŝŶŐĐĂƌĞĚĨŽƌďǇƐƚĂĨĨǁŚŽŚĂǀĞ ‘ĞǆƉĞƌƚ ?ŬŶŽǁůĞĚŐĞĂŶĚǁŚŽĂƌĞƌĞĂĚŝůǇĂǀĂŝůĂďůĞƐŚŽƵůĚ
their condition change.  Moreover a sense that staff were monitoring and observing their condition 
contributed to their sense of security.   Most studies examining patient experiences of feeling safe in 
hospital have been conducted in intensive care or emergency settings where staff have specialised 
technical knowledge and the level of monitoring and observation of patients is usually high (28, 29).  
Participants in this study were situated across the hospital in general medical and oncology wards 
ƐƵŐŐĞƐƚŝŶŐƚŚĂƚƉĞƌĐĞƉƚŝŽŶƐŽĨ ‘ĞǆƉĞƌƚŝƐĞ ? are more pervasive and relate not just to technical skill, 
but also to a sense of competence and confidence in the staff caring for them.    
If a consequence of being in hospital is ƚŚĂƚƉĂƚŝĞŶƚƐ ?ĨĞĞůƐĂĨĞ ? ?it is logical to assume that being at 
home may feel  ?ůĞƐƐƐĂĨĞ ?at certain times.   This was supported in our study by participants 
expressing anxiety about remaining at home when symptoms occurred that were unexplained or 
worsening.  Furthermore the relief experienced by families when the hospital admission finally 
occurred indicated a level of anxiety for caregivers.  Worsening and unexplained symptoms and 
ƐƵĚĚĞŶĐŚĂŶŐĞƐŝŶƚŚĞƉĂƚŝĞŶƚ ?ƐĐŽŶĚŝƚŝŽŶĐĂŶĐĂƵƐĞƉĂƚŝĞŶƚƐĂŶĚĨĂŵŝůŝĞƐĐŽŶƐŝĚĞƌĂďůĞĨĞĂƌĂŶĚ
anxiety (30), indeed one study has described ƉĂƚŝĞŶƚƐ ?ĞǆƉĞƌŝĞŶĐĞƐŽĨƉĂůůŝĂƚŝǀĞĐĂƌĞĂƚŚŽŵĞ as 
 ?ƵŶĐĞƌƚĂŝŶƐĂĨĞƚǇ ? ?Anxieties about remaining at home when problems, such as unbearable pain, 
occur can leave patients feeling frightened and insecure (31).  
At times when ƉĂƚŝĞŶƚ ?ƐŶĞĞĚƐare changing at home, community services are challenged to respond 
in a timely manner in order to ensure patients feel safe.  Most participants in this study stated a 
preference to be in hospital rather than remain at home even if what had been provided in hospital 
could have been accessed at home.  This suggests there is something unique about being in hospital 
that might be difficult to replicate in the home setting.  A recent study by Beernaert et al (31) 
explored barriers and facilitators to the early identification by general practitioners of palliative care 
needs.  They found that patients often viewed their hospital physicians as being more capable than 
their general practitioner when dealing with specific manifestations of their illnessThe authors found 
that general practitioners are less likely to be involved when patient are receiving curative or life 
prolonging treatment and find it easier to identify palliative care needs in the last weeks of life when 
prognosis is clearer (31).  These factors can make it difficult for general practitioners to be involved 
in clinical decision making during a period of sudden deterioration or change in symptoms 
particularly when there is uncertainty about prognosis. 
Caring for someone at home with a life limiting illness can be challenging for family caregivers (ref).  
The findings from our study suggested a level of burden for family that was associated with the 
responsibility of caregiving particularly when the patient was becoming unwell at home.  A study by 
Skilbeck (32) found that carers were burdened not only by the physical work associated with 
caregiving but also the constant need to assess and monitor the patient for complications and 
changes in their condition.  .  A study by Stajduhar et al (33) suggests carers feel frightened when 
ƵŶĞǆƉĞĐƚĞĚĐŚĂŶŐĞƐŝŶƚŚĞƉĂƚŝĞŶƚ ?ƐĐŽŶĚŝƚŝŽŶŽĐĐƵƌ, and rely on services being responsive with 
ready access to health professionals to feel secure in their role as caregive. Our study supports these 
findings and indicates that the presence of such expertise in hospital may be an important factor in 
reducing carer burden.   
A sense of  ‘getting better ? and  ‘feeling better ? as a result of having been in hospital was a common 
theme throughout this study.    These concepts in relation to health and wellness for people with a 
life limiting illness are poorly understood in the literature.  However, a study exploring the 
ƵŶĚĞƌůǇŝŶŐŵĞĂŶŝŶŐŽĨ ‘ďĞŝŶŐďĞƚƚĞƌ ? for patients with musculo-skeletal injuries reflected not just a 
resolution in the underlying disorder.  Responses to  ?being ďĞƚƚĞƌ ?ǁĞƌĞ highly individual and 
influenced by a ƉĞƌƐŽŶ ?Ɛ experience of the illness, their coping styles and the comparators used to 
ĚĞĨŝŶĞŚĞĂůƚŚĂŶĚŝůůŶĞƐƐ ?ĂůůŽĨǁŚŝĐŚĐĂŶŝŶĨůƵĞŶĐĞƚŚĞĞǆƉĞƌŝĞŶĐĞŽĨ ?ďĞŝŶŐďĞƚƚĞƌ ?(34). 
In our study some participants used ƚŚĞĐŽŶĐĞƉƚŽĨ ‘ĨĞĞůŝŶŐďĞƚƚĞƌ ?as a way of articulating the 
benefits of having been in hospital.    The factors that contributed to participants  ‘Ĩeeling better ? 
were not only associated with an improvement in the physiological parameters of their illness which 
in turn may improve the severity of their symptoms, but it was also associated with the benefits of 
being in hospital that extended beyond the treatment they received.  This included a sense of being 
cared for and feeling safe during the admission, receiving the help they needed to maintain 
independence at home and the relief their families experienced when they received the care they 
ŶĞĞĚƚŽďĞĐŽŵĞ ‘ǁĞůů ?ĂŐĂŝŶ ?  
The benefits of being in hospital reported by participants in this study may be difficult if not 
impossible to replicate in the community setting.  Studies have shown that in order for people to 
spend time at home during the last days and weeks of life, improved service co-ordination including 
access to equipment, effective discharge planning and timely access to medical support is required 
(35) .   Our findings suggest that the hospital setting provides a unique set of circumstances that 
benefits the patient beyond just the treatment they receive.   
 
 
Limitations 
Recruitment was limited to one urban hospital in New Zealand and recruitment was limited to four 
specialty services therefore the findings may not be generalizable to other countries or services.   
Participants were questioned about their experiences of one particular admission to hospital and 
assumptions cannot be made that they had similar experiences during previous or subsequent 
admissions, however many participants drew upon past experiences of having been in hospital 
during the interviews. 
 
Conclusions 
 
The role of the acute hospital is predicated upon patient preferences, but also upon a number of 
assumptions regarding the appropriateness of hospital care for patients with palliative care needs..   
Hospitals provide life prolonging treatments that are also orientated towards improving symptom 
control and quality of life for patients with a life limiting illness.     This research contributes to a 
greater understanding of the benefits associated with hospitalisation for patients with palliative care 
needs.  The findings from our study suggest that the benefits associated with being in hospital 
extend beyond the treatment they receive.  The perceived benefits of being in hospital are likely to 
ŝŶĨůƵĞŶĐĞƉĂƚŝĞŶƚ ?ƐƉƌĞĨĞƌĞŶĐĞĨŽƌƉůĂĐĞŽĨĐĂƌĞĂƚĐertain times during their illness trajectory.   
Further research exploring the assumptions associated with the role of the hospital in palliative care 
and whether these assumptions are congruent with patient preferences for care at the end of life is 
required.   
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